**Introduction:** Acute posterior multifocal placoid pigment epitheliopathy (APMPPE) is a rare, self-limiting, inflammatory eye disorder that affects the choriocapillaris, and external retinal layers with extra ocular manifestations. We report the case of a 30-year-old 11 weeks pregnant woman, who presented to Rheumatology with a history of polyarthralgia, rash on her legs and bilateral visual loss. APMPPE belongs to a group of disorders known as white dot syndromes. The exact aetiology of APMPPE is unknown. However, it is known to be associated with certain inflammatory conditions that include sarcoidosis, vasculitis, erythema nodosum and several infections. It is characterized by whitish lesions with ill-defined margins, deep to the retina and concentrated in the posterior pole. It affects individuals between 20 to 30 years of age and ocular manifestations are often preceded by a flu-like illness. This condition is usually presented by sudden onset bilateral painless visual loss. Visual loss is usually temporary. Relapses are very rare with a good overall prognosis.

**Case description:** 30-year-old lady pregnant patient presented with 3-4 weeks of polyarthralgia affecting joints knees, ankles, wrists, and shoulders. This was associated with joint swellings; swelling of glands in her neck and groin. She also noticed a rash around the same time on her legs, which was lumpy and tender.Initially, she was treated with 10 days course of Phenoxymethylpenicillin with not much improvement. A week later, she started complaining of blurred vision initially in her left eye and quickly followed by the right eye She reported a history of shivering, sweating and feeling hot at the onset of symptoms, however no specific infection history. There was no history of any a sore throat. There were no other significant symptoms on systemic enquiry. There was no personal history of autoimmune diseases. There was no history of DVT/PE or recurrent miscarriages. There were no other symptoms suggesting connective tissue disease. Her uncle has psoriasis. She has three healthy children and her youngest one is 4 ½ months old. On examination were no vasculitic rashes. There was any synovitis in her joints. She has multiple lumps on both legs which were slightly bluish/purplish and slightly tender which may represent erythema nodosum. There was no lymphadenopathy. Her chest was clear and heart sounds were normal. Blood pressure was normal and urine dipstick was clear. The blood test showed ESR was 26 and CRP was 50. FBC, U and E's, LFT's, Coagulation screen, CK, Ferritin, Serum ACE, BNP and Corrected Calcium were all normal. ASO titers were slightly raised 270. Hepatitis B, C, HIV and Syphilis screen were negative. Autoimmune screen including HLA B27, ANA, rheumatoid factor and anti-CCP antibodies were negative; immunoglobulins and serum electrophoresis were normal. ANCA, ENA, Antiphosphospholipid screen was awaited. She was reviewed in the Ophthalmology clinic urgently. Visual acuity was significantly reduced in both eyes. Ophthalmological findings revealed characteristic multiple yellow-white sub-retinal lesions in the posterior pole of both eyes probably consistent with APMPPE. She was started on Prednisolone 60mg by Opthalmology. Oral steroids settled her visual symptoms within few days. The rash improved and so was the joint swellings. The lumps in her groin and neck disappeared as well. Repeat blood within 4 days of starting steroids, showed and ESR down to 15 and CRP of less than 5. She had a transthoracic echocardiography done which showed no evidence of carditis, a normal LV/RV size and function and mild-moderate pulmonary regurgitation.

**Discussion:** This patient presented with multiple symptoms: polyarthralgia, a rash that could represent erythema nodosum, acute bilateral visual loss, and raised inflammatory markers. The differential diagnosis is broad which included sarcoidosis, seronegative arthropathy, rheumatic fever, vasculitis and atypical infections. This case is further complicated by the fact that the patient is pregnant which can have potential implications for diagnosis and treatment. When arranging investigations, such as imaging, one has to weigh risks versus benefits. Early involvement of other specialities, in particular, Obstetrics and Ophthalmology, is crucial. In this case, the Ophthalmologists clinched the diagnosis based on their findings. APMPPE is not commonly seen in routine rheumatology practice. While common things are common, rare conditions like APMPPE does exist and it is useful to keep them in mind and to be able to recognize their potential link to other autoimmune conditions like sarcoidosis and vasculitis when assessing patients with unexplained multiple symptoms associated with raised inflammatory markers. Early and close collaboration with other specialities is imperative.We would be interested to know experts panel thoughts on their approach when assessing such patients, presenting with unexplained multiple systemic features associated with objective abnormalities on investigations like raised inflammatory markers; their strategies to rule out rare conditions and to be able to come to the diagnosis especially in these challenging scenarios.

**Key learning points:** Main learning points for me and my colleagues are seeking prompt and close collaboration with all the other relevant specialties when assessing a patient presenting with unexplained systemic illness; where there is diagnostic uncertainty. Besides, as per this case, the combination of inflammatory eye conditions and systemic symptoms should prompt a general work up to exclude autoimmune conditions such as sarcoidosis. A delayed diagnosis such as cardiac sarcoidosis may have life-threatening consequences and the ophthalmologist may be the first specialty to pick up these rare conditions as was in this case.
